is a rare spindle cell neoplasm. Approximately 1 to 8% of these intrathoracic tumours have been reported to occur in the mediastinum. The chief complaints of MSFT are cough, shortness of breath or chest pain, or may occur as asymptomatic incidental mass. The treatment of choice for solitary fibrous tumor is extensive surgical resection. However, when tumor cannot be removed surgically or when metastases occur, chemotherapy and or radiotherapy can be proposed as palliative treatments.
referred to his left back. The complaint is accompanied by a cough without sputum and hoarseness. In the immunohistochemical staining analysis, positive tumor cell cytoplasm results in vimentin, negative tumor cell cytoplasm in CK, positive tumor cell membrane on CD99, cytoplasm of focal positive tumor cells in EMA and negative tumor cells on CD34 which support a solitary fibrous tumor. Doxorubicin-Ifosfamide regimen is the choice of chemotherapy palliative treatment in our case report. In the CT scan evaluation of thorax with contrast, we found stable disease (RECIST criteria) with quality of life according to EQ-5D-3L, 11111 indicated no problems in 5 dimensions such as mobility, self-care, usual activities, pain or discomfort and anxiety or depression.
Conclusion:
Mediastinal solitary fibrous tumor is a rare spindle cell neoplasm, and the diagnosis requires pathological and immunohistochemical staining analysis. Chemotherapy and or radiotherapy can be proposed as palliative treatments. EQ-5D is a simple tool that can be used to measure quality of life such as mobility, self-care, usual activities, pain or discomfort and anxiety or depression. Background and Aims: Metastatic pleural effusion as the initial manifestation in well-differentiated thyroid cancer is reported very rarely with prevalence to be less than 0.6%. Identifying the malignant cells in a pleural effusion from a thyroid primary is often challenging; hence cytomorpholigical studies can be helpful. Here, we report a case of papillary thyroid cancer initially presenting with massive pleural effusion.
Methods: This was a case of a 68 year old, female, known hypertensive, diabetic and hypothyroid who was noted to have worsening exertional dyspnea associated with weight loss, occasional cough and back pain on upper thoracic area. Chest X-ray was requested and showed massive pleural effusion.
Results: She underwent thoracentesis. Pleural fluid analysis were negative for malignant cells. She was readmitted for VATS with chest tube insertion and pleural biopsy. Histopathology report showed adenocarcinoma, moderately differentiated, metastatic and recommended immunohistochemical stains. Results were positive for CK 7, PAX 8, TTF-1, and WT-1 and negative for CK-20, GCDFP-15, GATA 3, Napsin A and CK 5/6. This favour lung and thyroid as probable site of primary malignancy. Fine needle aspiration biopsy of thyroid nodules was done and showed cytomorphologic features for papillary thyroid carcinoma. She also underwent CT guided biopsy of lung mass with immunostaining to rule out primary non-small cell lung carcinoma. Results showed thyroglobulin to be negative but with strongly positive PAX-8 which favour thyroid carcinoma.
Malignant pleural effusions are caused most commonly in patients with breast, primary lung or lymphoid malignancy. Papillary thyroid carcinoma has generally good outcome but patient presenting with malignant pleural effusion is exceedingly rare and is associated with significant morbidity and worsening survival. Median survival had been reported to be from 3 to 12 months. Its clinical course has not been well described in the literature as well as its treatment recommendations. Methods: A 34-year-old previously well labourer presented with a five day history of fever with myalgia and headache. On admission, he was febrile (101 F), tachycardia and had conjunctival injection. Examination of lungs and abdomen was unremarkable.
He was clinically suspected to have leptospirosis and initially managed with IV C. Penicillin. Investigations revealed thrombocytopenia, neutrophil leukocytosis, high total bilirubin, marginal elevation of transaminases, high serum creatinine. Six h later patient developed oliguria, hypotension and respiratory distress. ABG revealed a Ph of 7.46, pO 2 of 71 mmHg, PCO2 17.5, HCO 3 12.8 mmol/L. Initial chest radiograph was normal. Patient was started on haemodialysis due to oliguric renal failure complicated with acidosis. Subsequent chest radiographs showed diffuse alveolar shadows suggestive of APH and he required assisted ventilation. Patient was treated with IV Methylprednisolone 1 g daily for three days and subjected to three cycles of plasma exchange. The patient's' respiration deteriorated with progressive alveolar infiltration and arterial hypoxia despite maximum respiratory care. Patient was commenced on ECMO on the third day of admission and the procedure was continued for 6 days. 
